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471-000-60 Instructions for Completions of Form MC-82, “Personal Assistance Claim Form”

Use: Personal Assistance Providers use Form MC-82 to bill Nebraska Health and Human
Services for provider services provided to Medicaid clients.

Note: Form MC-82 is completed by the provider and sent to the client's worker at the local
office. After the provider has completed the form, the local office staff completes the “Local
Office Use Only” section to authorize payment for the service. Staff shall not complete this
section before the provider completes the form, and staff must verify that any amount listed on
the form as paid by or due from the client is correct.

Number Prepared: One copy of the three-part Form MC-82 is prepared.

Completion: After completing items 1-11, the provider sends all three parts of Form MC-82 to
the client’'s worker at the local office. The provider completes Form MC-82 as follows:

1. Client's name: Enter the client’s name.

2. Client’'s case number: Enter the client’s nine-digit case number and two-digit 1D
number.

3. Referring Physician’s/RN’'s Name: Enter the name and license number of the
medical professional who signed FORM mILTC-4D, or the client’s primary physician.

4, Client's Diagnosis: Write the client’'s diagnosis. The client’'s worker has this
information.

5. Date of Service: Enter the date(s) for each day or week you worked. Do not exceed
one week per line. This must be in month-day-year form. Use “from-to” dates for
each week (for example “from 8-1-XX to 8-7-XX").
Note: Provider services are authorized by calendar month.
Procedure Code: Use T1019 for provider. Add Modifier Code 22 for specialized
providers.
DX Code: This is completed in the Central Office.
Charges: Enter the charges for the week. Multiply the number of 15-minute units
by the rate to determine the charges.
Units: Enter the number of units worked that week.

6. Total Charges: Add the charges and enter the total.

7 Amount Paid by or Due from the Client: Enter the amount the client paid or must pay
for the services on this claim. The client’'s worker has this information.

8. Balance Due: Subtract #7 from #6 and put the amount here.

9. Date: Enter the date this form is being completed.

10. Signature of Provider: Sign your name. Be sure to read the “signature of provider”
statement before you sign.

11. Provider Number: Enter your eleven-digit provider number.

12. Provider name, address, and telephone number: Complete as indicated.

Local Office: The local office staff completes the section, “Local Office Use Only,” by entering
the number of units authorized for this billing period and the amount paid by other sources for
this claim.
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Distribution: After signing and dating the claim, the local office staff sends the agency (top-gold)
copy of the form to the Central Office for processing and the provider (last-white) copy to the
personal assistant. The local office retains a (middle-white) copy for the client’s record.

Payment Inquiries: Contact Medicaid Inquiry at 1-877-255-3092 if no payment or response is
received within 30 days from the date the form is sent to the Central Office, or if there are
requests for adjustments to payments. For providers located in Lincoln or outside Nebraska,
call (402) 471-9128.

Retention: The worker and the provider each retain their copies of Form MC-82 for four years
from date of service provision to support and document all claims.
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* MEBrasia Healrh avb Hudan Soonces Svsted
Nabiraukn Departmant of Health and Human Services
PEASOHAL ASSISTANCE CLAIM FORM
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4. Cliart's Diagnosis
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A 12
B 12
G 12
o 12
E 12
F 12
8. Tolal Charges
" R
8. Balance Due
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